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A 43-year-old man was transferred to Thessaloniki Heart Institute
15 days after an anterior wall myocardial infarction. He presented
in cardiogenic shock with reinfarction and a large left-to-right shunt
with intra-aortic balloon pump (IABP) and inotropic support. Phys-
ical examination revealed a loud holosystolic murmur that was best
heard at the left lower sternal border. Electrocardiography findings
were consistent with an anterior myocardial infarction. Transeso-
phageal echocardiography demonstrated a large anterior postinfarc-
tion ventricular septal defect (PVSD) (Figure 1, A). Coronary
angiography showed an ostial occlusion of the left anterior descend-
ing artery. The patient was transferred to the operating theater; a me-
dian sternotomy was performed, and the pericardial cavity was
entered. An extensive hematoma was visualized in the anterior
wall of the left ventricle and the free wall of the right ventricle (Fig-
ure 2, A). It became immediately apparent that a primary repair was
at a high risk of failure because of potential dehiscence of the edem-
atous tissue. Therefore, the patient was placed on mechanical circu-
latory support, and surgery was deferred to a later stage when the
quality of infarcted tissue improved. The Levitronix Centrimag
(Zurich, Switzerland) extracorporeal left ventricular assist device
(LVAD) was used. Inflow was established in the left atrium (Fig-
ure 1, B), and outflow was established in the ascending aorta. The
IABP was removed. The LVAD functioned consistently at a flow
rate of 5 L/min, and the patient recovered from cardiogenic shock.
Four days later the patient underwent PVSD repair by an infarct ex-
clusion technique1 (Figure 2, B), LVAD explantation, and IABP re-
insertion from the groin. The patient tolerated the procedure well.
The IABP was removed 3 days later, and the patient was discharged
on postoperative day 10. At 1 year, the patient remained alive and
well, and transthoracic echocardiography demonstrated no residual
PVSD (Figure 1, C).
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PVSD, although less frequent in the reperfusion era, remains a seri-
ous complication of acute myocardial infarction with a high mortal-
ity. Mechanical circulatory support as a bridge to transplant in
extreme cases of PVSD has been infrequently reported in the litera-
ture.2-5 Faber and colleagues2 reported the successful use of an im-
plantable LVAD (HeartMate [Thoratec Corporation, Pleasanton,
Calif] andNovacor [WorldHeart Corporation, Ottawa,Ontario, Can-
ada] devices) as a bridge to transplant in 2 patients in cardiogenic
shock after PVSD repair. Samuels and colleagues3 described the
use of the Abiomed BVS5000 ventricular assist device (Abiomed,
Inc, Danvers, Mass) with biatrial cannulation for the uncorrected
PVSD as a bridge to transplant. High right-to-left shunting across
the ventricular septum has been reported to cause hypoxic brain in-
jury in patientswithPVSDplacedonaHeartMate ILVADas abridge
to transplant. In this case the inflow cannula was placed in the left
ventricle.4 Meyns and colleagues5 reported the use of the Hemo-
pump (Johnson & Johnson Interventional Systems, Rancho Cor-
dova, Calif) axial flow device as a bridge to transplant in 2 patients
with PVSD, and both patients experienced lethal pump failure. Ex-
amination of the device at autopsy disclosed necrotic material clog-
ging the catheter system. In our patient, the blood was withdrawn
from the left atrium, avoiding the deleterious effect of shunt reversal4
or clogging of the device with necrotic myocardium.5 A novel ap-
proach to this entity includes the use of the Levitronix Centrimag
short-termLVADas a bridge to surgerywithout attempting an imme-
diate high-risk repair. The rationale behind this approach is to avoid
operating on fresh infarct and to establish prompt circulatory control
to support end-organ function. To the best of our knowledge, this the
first report in the literature in which an LVADhas been used success-
fully as a bridge to surgery after PVSD. Our experience suggests that
this strategy serves as an alternative treatment option.
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Brief CommunicationsFigure 2. A, Extensive hematoma of the LV and RV during the first
operation. B, Bovine pericardial patch of the PVSD repair in the
second operation with arrow showing a dissector with the tip in-
serted through the PVSD. IC, Inflow cannula; OC, outflow cannula;
LV, left ventricle; RV, right ventricle; VC, venous cannula.
Figure 1. A, Preoperative 4-chamber midesophageal transesopha-
geal echocardiography demonstrating significant left-to-right
shunt. B, Preoperative 4-chamber midesophageal transesopha-
geal echocardiography showing the tip of the inflow cannula
(arrow) of the LVAD into the left atrium. C, One-year follow-up
echocardiogram: Long-axis 3-dimensional echocardiogram dem-
onstrating the left ventricular reconstruction using the bovine
pericardial patch (arrow). LA, Left atrium; RA, right atrium; RV,
right ventricle; LV, left ventricle; IVS, interventricular septum.
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